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Abstract 
Background: In 2015, an Institute of Medicine (IOM) report acknowledged that
interprofessional education (IPE) had focused on academic learning yet had not
been well assimilated into clinical practice. The aim of this study was to gather
data from practicing clinicians to inform a curriculum that could be integrated
into practice environment educational regimens.
Methods and Findings: A qualitative description approach was utilized to analyze
data gathered via focus groups conducted with practicing nurses and physicians.
Participants were asked to describe what they knew, did not know, and wanted to
know about each others profession, and what they felt would be the best method
of delivery for this information. Findings indicate a lack of understanding of the
roles and responsibilities of the other profession and genuine interest in learning
more.
Conclusions: Integrating IPE into practice environment education is of interest
and would be beneﬁcial to healthcare professionals for improving patient care,
safety, and professional rapport.
Keywords: Roles and responsibilities; Interprofessional; Nurse; Physician; IPE;
Education; Curriculum; Practice environment education
Introduction
Embarking on an exploration of integrating interprofessional education (IPE) into the
workplace is a challenge facing all healthcare professionals in a clinical setting. The
Institute of Medicine (IOM) has advocated for its integration and cited its beneﬁts; the
National Center for Interprofessional Practice and Education was created to support
evaluation and research into IPE; the Interprofessional Education Collaborative
(IPEC) has created core competencies in values and ethics, communication, team-
work, and roles and responsibilities; and private foundations are dedicating resources
to further research in IPE [1].
In the 2015 report Measuring the Impact of Interprofessional Education on
Collaborative Practice and Patient Outcomes, the Institute of Medicine (IOM)
acknowledged that, “the focus of IPE was on learning in the academic setting and had
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not been well assimilated into clinical practice” [2]. Owen and Schmitt note that in
order for IPE to expand into the practice setting, organizations need to value and
incorporate IPE into administrative structures, organizational culture, and staﬃng
resources [3]. The Josiah Macy Foundation, a strong proponent and funder of IPE
development, stated at its 2013 conference: “Missing from these many laudatory and
innovative efforts is the ability to connect practice redesign with interprofessional edu-
cation reforms” [4, p. 21].
The goal of this study is to inform curriculum development for an IPE compo-
nent to be integrated into practice environment education regimens, utilizing as a
framework the IPEC roles and responsibilities competency domain [1]. To do so
requires developing an understanding of what level of IPE knowledge and interests
the intended participants have so that curriculum can be crafted accordingly.
Using focus groups for data collection and the (IPEC) [1] competency domain of
roles and responsibilities as a guideline, we began to elicit pertinent data from active
practitioners. Nurse and physician participants were asked to discuss what they
knew, did not know, and wanted to know about each other’s professions, and what
they felt would be the best method of delivery of IPE content within practice envi-
ronment education regimens. Group selection criteria was physicians and nurses
with ten years or less of experience in their profession, the intent being to have dis-
cussions with in-practice clinicians that were within recent proximity of their aca-
demic training. The physicians were in various stages of their residency or
fellowship. The nurses were recent graduates of a hospital-based nurse residency
program. The cohort of participants was of the generation considered “millennials.”
Background
Making the efforts of all health professionals synergistic instead of competitive was
a goal of the 1972 IOM report Educating the Health Team [5], which called for closer
interaction among health professionals during academic training. Yet in 2015, the
IOM found that while IPE had been largely focused in the academic setting, it had
not been well assimilated into clinical practice [2]. Cooper, Carlisle, Gibbs, and
Watkins echoed this line of thinking by speculating that the sooner healthcare stu-
dents are introduced to IPE, the more likely they are to incorporate it into practice
[6]. Owen and Schmitt noted that administrative and staﬃng cultures needed to
devote more resources to IPE [3]. Further, non-proﬁt organizations such as Josiah
Macy have expressed support for connecting practice redesign with interprofes-
sional education reforms [4].
Systematically reviewing the literature on evaluations of interprofessional educa-
tion [6], which were deemed high-quality studies based on their design and infor-
mation, four studies were valued as effective when interdisciplinary professionals
worked together to improve care delivery after taking part in a course or workshop.
In addition, improved knowledge about various participating disciplines was found
to be a beneﬁcial by-product that researchers reported across all four studies.
Stuart Mackay [7], building on these earlier studies, found that while structured
workshops designed as interventions to improve and share information about roles
and responsibilities were described as beneﬁcial, instruments that quantify these per-
ceptions were scarce. Mackay concluded that the dearth of studies speciﬁc to knowl-
edge and attitudes on roles and responsibilities might be attributable to the lack of
measurement. He evaluated two instruments designed to measure the perceptions of
professional roles and responsibilities. The ﬁrst was the Generic Role Perception
Questionnaire (GRPQ), which is designed to measure role perception across multiple
professions. To develop the instrument, different professions were interviewed in
groups of three and asked to identify how their professions were similar and how they
differed. The most popular generic constructs were identiﬁed and then organized into
a questionnaire for future participants to select, on a scale of 1 to 10, their level of
agreement or disagreement with the described professional attributes. The second, the
Nursing Role Perception Questionnaire (NRPQ), was developed using the GRPQ
scale as a guideline speciﬁcally for the nursing profession. We were unable to ﬁnd
research that used these role and responsibility questionnaires despite psychometric
testing.
In 2011, IPEC published its report Core Competencies for Interprofessional
Collaborative Practice, articulating a framework of four competency domains in val-
ues and ethics, communication, teamwork, and roles and responsibilities. Speciﬁc
competency statements further deﬁned each domain.  The roles and responsibilities
domain and its speciﬁc competency statements were determined to be relevant and
adaptable to the clinical environment for the purposes of this study, in that this level
of speciﬁcity would allow for development of an institution staff-speciﬁc curriculum
[1, p. 21].
Integrating IPE has long been a goal and focus of public, private, and nonproﬁt
research. An IPE mindset has seen broad acceptance in the academic community,
yet to a lesser extent in practice environment settings. The intent of this study was
to utilize and leverage IPE best practices that have been developed and written about
into an IPE educational component.
The idea that connecting practice redesign with IPE reforms is not widely written
about and that the views of the practicing clinician may be underappreciated sup-
ports the effort of this study to obtain current professional views regarding roles and
responsibilities from practicing professionals, and contributes to creating and devel-
oping tools for future use.
Methods
A qualitative description design approach was utilized to interpret data gathered via
focus groups. Sandelowski describes qualitative descriptive designs as, “typically an
eclectic but reasonable and well-considered combination of sampling and data col-
lection, analysis, and re-presentational techniques” and states that, “Qualitative
description is especially amenable to obtaining straight and largely unadorned (i.e.,
minimally theorized or otherwise transformed or spun) answers to questions of spe-
cial relevance to practitioners” [8, p. 337].
Qualitative descriptive studies are arguably the least theoretical of the spectrum
of qualitative approaches, as researchers conducting such studies are the least
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encumbered by pre-existing theoretical and philosophical commitments. This study
aimed to inform curriculum based on a clear understanding—with as little extrane-
ous interpretation as possible—of what nurses and physicians had in the way of IPE
training, what they knew, did not know, and wanted to know about each other’s pro-
fessions, and what they felt would be the best method of delivery of IPE content, so
as to inform and craft curriculum accordingly.
Focus groups are structured around a set of carefully predetermined questions
intended to engage the participants and explore attitudes, beliefs and behaviors [9].
The intent was to seek answers to elemental questions regarding the practicing clin-
ician’s understanding of the roles and responsibilities of the profession other than
their own could best be obtained if interviews were conducted in a profession-spe-
ciﬁc, safe and anonymous environment. Focus groups conducted along speciﬁc
guidelines [9] were determined to be the best way to ensure this process.
Selection criteria for representative participants was based on those clinicians
early in their careers, thus closer to their respective academic experience, speciﬁcally
nurses and physicians with less than ten years of experience in their professions.
Nurses who received invitations to the focus groups had participated in nurse resi-
dency programs that provided professional development in a speciﬁc area. Physician
recipients of the invitation were either residents or fellows in their ﬁelds. Age was
not considered criteria for inclusion or exclusion.
Representative participants were invited via email to participate in a focus group
and if interested, given ﬁve dates and times to choose from. The invitation included a
brief explanation of the study. Invitations were sent to 24 nurse residents and 53 physi-
cian residents/fellows. Incentive for participation included a $25 gift card to the hospi-
tal coffee kiosk. There were no refusals to participate based on the subject matter.
The focus groups were held in hospital conference rooms. Upon arrival, the par-
ticipants were asked to provide demographic information (occupation, gender,
years of service) (see Figure 1), and to read and sign an informed consent form.
Participants were verbally made aware that the session would be audio recorded,
that the study had obtained Institutional Review Board (IRB) approval (as there
were no ethical conﬂicts, Research Ethics Board approval was implied in the IRB),
and were given a verbal guarantee of anonymity. 
We conducted ten focus groups, ﬁve for each profession, and the number of par-
ticipants ranged from four to six participants per group. There was a total of 39 par-
ticipants in the focus groups. There were twenty nurse participants (N = 20):
(N = 12) worked in the operating room, (N = 4) in the inpatient care unit, (N = 3)
in the step-down unit and (N = 1) in the post-anesthesia care unit.  There were four
male nurses (N = 4) and sixteen female nurses (N = 16). Nineteen house-staff physi-
cian participants included anesthesiology fellows (N = 8), orthopedic surgery resi-
dents (N = 4), rheumatology fellows (N = 4), radiology fellows (N = 2), and one
orthopedic specialty fellow (N = 1). There were seven female physicians (N = 7) and
twelve male physicians (N = 12).
After introductions and a summary of the purpose of the focus group was pre-
sented, the World Health Organization (WHO) deﬁnition of IPE, “When students
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from two or more professions learn from, with, and about each other to enable col-
laboration and improve health outcomes” [10, p. 7] was projected onto a screen and
remained there during the discussion.
Semi-structured questions were designed to establish a baseline for understand-
ing the perspective of each professional, and for obtaining ideas to ultimately create
a useful and effective IPE curriculum. The groups were kept profession speciﬁc to
allow for and help facilitate candid discussion. The primary investigator (DM) con-
ducted the physician focus groups and a secondary investigator (KF) conducted the
nurse focus groups. The same set of questions was asked of both groups.
The questions explored the participants’ motivation for choosing healthcare as a
career, what exposure or training they may have had in IPE, what they knew, did not
know, and wanted to know about each other’s professions, and ﬁnally what they felt
would be the best method of delivery for this information.
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Figure 1
Semi-structured questions posed to both groups 
To physicians:
Why did you choose healthcare as your profession?
Have you had any interprofessional education schooling or training? 
What do you know about nurses?
What would you like to know about nurses? 
What would you like for nurses to know about physicians?
To nurses: 
Why did you choose healthcare as your profession?
Have you had any interprofessional education schooling or training? 
What do you know about physicians?
What would you like to know about physicians? 
What would you like for physicians to know about nurses?
To both groups:
The competency statements relative to the roles and responsibilities
domain were projected onto a screen, and the ﬁve of the nine state-
ments determined to be most relevant to the discussion were high-
lighted. Each participant was given a printed copy of this and asked to
circle the one or two competencies they thought were most important
in their personal practice.
Final question to both groups:
What do you feel would be the best method for the delivery of an IPE
educational component within the practice environment setting?
After the questions had been asked and answered, a brief closing discussion took
place, then participants were given their incentive for participating, thanked for their
time, and the meeting was closed and the session audio recording was completed.
Sessions were audio recorded with the consent of the participants, then tran-
scribed by the online service TranscribeMe and imported into NVIVO, a qualitative
data analysis software program. The focus group transcriptions were analyzed
alongside the audio recordings to gauge the tone and temperament of the responses.
The analysis was then organized, categorized and reviewed by all investigators.
The data review process started as soon as the ﬁrst focus group concluded; tran-
scripts were obtained and imported into the NVIVO qualitative analysis software
program. The investigators were able to begin sifting and categorizing transcript
and audio data, which served to inform more substantive discussion in subsequent
meetings while maintaining strict adherence to the focus group format and the ques-
tions established. It is important to note that there was no change or modiﬁcation
to the questions asked in subsequent meetings.
With awareness of categories and themes that emerged in previous meetings,
investigators were able to take a dynamic approach with participants in subsequent
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meetings, enabling them to delve deeper when presented with a recurring theme,
and/or notice the emergence of new themes. As subsequent meetings took place and
data was added for coding, the reﬁnement of overlapping categories became clearer
and more deﬁned themes emerged.
The analysis of transcripts and audio content was initially separated for review and
coding ﬁrst by sample group—e.g., nurses as one group, physicians the other—then
by each group’s response to the individual questions—e.g., all of the nurse responses
to “why did you choose healthcare as a profession?” and the same process for the
physician responses. The same process was repeated for each meeting, group and
individual questions in the same manner. Themes initially separated by group and by
question began to overlap and broader themes became more apparent. Coding cate-
gories and subsequent themes were derived directly from the responses, as reviewers
were able to identify the same, similar, and/or new responses from participants.
Findings
Study ﬁndings suggest that the interest of both nurses and physicians to incorporat-
ing IPE into clinical education was positive, based in part on their awareness of a
knowledge disparity, as one physician stated: “I think there’s a big knowledge gap
and I think there’s a lot of stuff that I would like to know about nursing.”
The themes and ﬁndings themselves are presented as a narrative along with the
questions as they were asked and answered. 
Why did you choose healthcare as your profession? 
Themes emerging from this question were parallel. Almost all felt a desire to help peo-
ple. For some it was a second career choice, to others family inﬂuence played a role.
“you’re working towards the same goal, and that you try and pro-
vide highly eﬃcient care to treat the patient, together” (MD)
“My mother actually. It was kind of a little bit of an organic, because
I think my mother saw that I had a little bit of an aﬃnity towards
helping people.” (RN) 
“I guess I went to healthcare originally because I was doing science
and I was trying to ﬁgure out a way to do science and help people at
the same time.” (MD) 
“I went into nursing because I knew it was a professional career, and
I wanted to help people.” (RN)
“I worked for Big Pharma and I loved that. I loved the academic pur-
suit, but I felt quite divorced from the patient care end of things, so
I actually chose medicine after having done a PhD.” (MD)
“I came into the medical ﬁeld from ﬁnance. I changed my mind because
it got pretty boring in ﬁnance, and then I decided that I’m going to do
what I was meant to do, take care of patients in the OR.” (RN) 
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Altruistic and optimistic, the nurses and physicians interviewed expressed a desire
to help people. 
Did you or have you had any interprofesional education in your profes-
sional schooling or training? 
In asking about previous IPE, the responses were more succinct and disproportion-
ate. A higher number of physicians had heard of or were exposed to IPE. Nurses
remarked on being introduced to professionalism, but not interprofessionalism. 
“I mean we had a professionalism class … but you didn’t really
explore it.” (RN)
“We did have an integrated course formally on IPE, called IPE.” (MD) 
“I knew that they had it in my hospital … but I never participated.” (MD) 
“I can’t remember speciﬁcs but I’m sure along the way in medical
school, and even in residency, we did.” (MD) 
“Interprofessionalism is emphasized, I think, in this day and age,
from the moment you start your medical training.” (MD)
We then asked more pointedly if the participants saw any advantages to having
an IPE orientation curriculum speciﬁcally about professional roles and responsibil-
ities. Physicians and nurses expressed positive views regarding an IPE program,
especially if it delineated professional roles and responsibilities.
“there would be an advantage understanding the interactions
between different members of the team.” (MD)
“it’s always useful to learn more about different people’s roles ” (MD)
“If you can improve the communication of these two major disci-
plines, I cannot see how that wouldn’t be a positive here.” (RN)
“I think it is beneﬁcial for the doctors to know what it takes for us to
do what we do … where we can know each other’s goals.” (RN)
Physicians
WHAT DO DOCTORS KNOW ABOUT NURSES? 
Very clear themes emerged with this question, the most prominent being that
nurses are the patients’ advocates, nurses have much closer interaction with
patients—patients see the nurse as liaison and caregiver—and one of nurses’ pri-
mary roles is that of patient assessor. 
“their role is kind of assessment and reporting as well as executing
the plan.”
“They’re basically the primary care givers for the patient.”
“I think they tend to be the patient advocate … the ﬁrst eyes and ears
for assessment.”
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“they’re the point of contact with the patient, who are there to raise
issues you may have missed. … [A]nd who are there to advocate for
the people that they’re taking care of. And I think that’s what deﬁnes
their core roles, probably not their only role, but certainly their most
important role in terms of my relationship with them.”
“I think that nurses are the ﬁrst liaison of the patient when they
arrive in hospital.”
“it seems like they’re in the front-lines in terms of what they’re able
to provide for the patients. And it’s usually direct care but also, like
it was mentioned, really the closest advocate for the patient because
it is a different perspective.”
“The nurses are there at the front lines who [sic] really are the inter-
mediary between the physicians and the patients.”
“There’s [sic] assessments that involve vital signs assessments, and
then pain assessments, and then some degree of localization or chief
complaint type assessment.”
The physicians seemed clear on certain roles of the nurse, and these were expressed
in a positive light. For the most part, they articulated the tasks and the role of the
nurse in relation to their own role. Yet they conveyed surprise when asked what they
wanted to know about the nurse, and their realization about how much they did not
know.
There appeared a genuine interest in understanding the education and compe-
tencies of nurses. The physicians were academic in the information they wanted
about nurses: scope of practice, levels of education, and understanding of the hier-
archy of the nursing department. They acknowledged their lack of understanding
about nursing practice, and shared an expressed interest in knowing more.
“I still don’t have that same appreciation for all the different levels
of nurses that are here.”
“I deﬁnitely want to know more about levels of nursing and educa-
tion and understanding what each person’s capacities are”
“some sort of introduction ahead of time, exactly what is their role,
their scope of practice, level of training and understanding all of
those things.”
“I think there’s a big knowledge gap and I think there’s a lot of stuff
that I would like to know about nursing.”
“I think I’d also be a little bit interested in learning about what they
learned in nursing school so that I understand where they’re com-
ing from and what their focus is.”
Discussion became more ardent when asked what they wanted the nurses to
know about physician practice (e.g., issues of communication and clarity, priorities,
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and the pressures they are under). One physician noted that an early experience
would have gone considerably smoother had he understood the nurse’s capacity for
assessment and informed opinion on medication.
What do they want nurses to know about doctors? 
Physician participants wanted nurses to know more about their work, specific to
patient load, responsibilities, and time constraints. They spoke to priorities and pri-
oritizing, and the pressures they face.
“I think the priorities are different for the residents versus the nurses
and sometimes there is communication breakdown on exactly what
we are doing.”
“One thing that I don’t think they understand, like how many
patients are on your list.”
“an appreciation of how we have to triage things and prioritize
things and what that means in terms of when a request can be met
and what could be reasonably expected.”
“I think there are a lot of issues in our roles that other people don’t
know about. We’re under a lot of pressure to make sure things hap-
pen expeditiously.”
“That’s a tough question. I guess I really don’t know how much they
know about what we do and how we practice.”
“I think this scope of our practice is equally as important for them
to understand, as for us to understand theirs.”
“as a provider or sometimes, depending on the day, the amount of
patients you’re carrying ﬂuctuates and so that different days you
might be in more of a rush than in other days.”
Nurses 
Nurses were very clear when asked to cite the role of the physician. It is important
to note that their responses appeared to be addressed to the attending physicians
that they worked with. Themes were more succinct and included leadership, busi-
ness, and hierarchy.
What do nurses know about doctors? 
Nurses concurred on three main physician roles: prescriber, decision-maker, and
educator:
“they prescribe and diagnose.”
“they can write orders.”
“the decision maker of what is going on with the procedure.”
“leader of the situation (operating room).”
They acknowledged the role of attending physicians as educators to residents and
fellows:
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“deﬁnitely the educator in terms of educating residents and fellows.”
“the go to person as far as education.”
“They’re deﬁnitely the educators.”
There was a distinct difference of opinion on the role of the physician among the
nurses who dealt with physicians in the operating room and the nurses who worked
with them on the patient care units, post-anesthesia care unit, or specialty units.
Themes of hierarchy, attitude, and minimal understanding of the nurse’s job were
noted.
“I think I have a different viewpoint of it because I work speciﬁcally
in [OR]. What I understand is speciﬁcally surgery. I don’t know
about their bedside manner or I don’t know how they interact with
the patient.”
“And in the operating room the hierarchy is much more apparent.”
“They are supposed to set the tone for, at least for the OR in my
opinion, they are supposed to set the tone for how things are going
to go, what’s going to happen.”
“We work closely with anesthesia on our unit so we have a better
understanding of their roles as opposed to like the surgeons.”
“there is a bit of a hierarchy … where the physician is the lead.”
What do nurses want to know about doctors? 
Nurses expressed interest about clinical specialization and scope of practice for the
residents and fellows. They seemed more comprehensive in their knowledge of the
physician’s role and responsibilities in their speciﬁc area of practice.
“I don’t know speciﬁcally what each PG [post-graduate] class can do.”
“I don’t really know what they do other than the actual surgery itself
… what residents can and cannot do.”
“I don’t feel like I’m very confused about their role and responsibil-
ity, but I am perplexed about what they need to feel comfortable.”
“I’d be curious to see what they say their roles and responsibilities
are, just to see what’s important to them.”
What do they want doctors to know about nurses? 
Responses were speciﬁc and pointed. Akin to physician responses were references
to workload and associated responsibilities.
“How busy and demanding it is, and how frustrating it can be some-
times; when we’re trying to get everything done and we’re working
so hard for these patients.”
“Primarily I’d want them to know that we’re their liaison … we’re
the eyes and ears of the patient.”
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“I think we both want productivity. I know they want the same. We
want the same. But it’s the way that we want to get to it that’s different.”
“I know we’re just doing so many other things besides just taking
care of that patient. I think if they were able to see that and assign
value to that.”
Nurses highlighted a desire for respectful interaction:
“We are the advocates for their patients. They should trust and
respect us.”
“If they knew all the things you had to juggle, in order to make some-
thing seem like it’s smooth … they would put a higher value on the
work that we do if they know what we had to get through to get
there.”
“Some of the doctors don’t respect you as a nurse. They think that
you’re just kind of there to help them and serve them I don’t think
they understand a lot of what we have to do as a nurse.”
There were also positive comments. 
“The anesthesia teams, they’re so great, they’re always respectful.
They treat you like we’re all on the same team.”
“I think one common thing that we all have in common is the
patient’s safety and that’s one role that is the main thing.”
“We all have the same goal to help the patient and keep them safe.”
“Anesthesia … I feel like we have a great interpersonal relationship
with them and a great communication. I think they really respect
the nurses.”
Discussion was lively and expressive. There was also a slight element of surprise
at not knowing or not being taught about the other profession while recognizing the
advantage the information would provide. As one physician noted, “You might not
realize that the nurse is responsible for a certain amount of things, and that they actu-
ally help you.” One nurse stated, “… I think if you understand someone’s roles and
responsibilities then you know what to expect and what not to expect from them.”
Practicality prevailed in what physicians wanted the nurses to understand about
their roles and responsibilities: their workload, priorities and prioritizing, and the
pressures they are under.
Practical and precise, the nurses wanted speciﬁcs on scope of practice, and under-
standing the levels of post-graduate year practice. They also wanted more informa-
tion about what the attending physicians do within their practice. The nurses were
outspoken about what they wanted the physicians to know about the nurse’s role
and responsibilities.
Competency ranking 
Prior to the ﬁnal question regarding the best methods for the delivery of IPE curricu-
Journal of Research in Interprofessional Practice and Education
Journal of Research in
Interprofessional 
Practice and
Education
Vol. 7.1
2017
www.jripe.org
12
Roles and
Responsibilities 
Moriel, Felix, 
& Quinlan 
lum, the competency statements relative to the IPEC roles and responsibilities
domain (see Table 1) [4] were projected onto a screen and the ﬁve items deemed most
relevant were highlighted. Each participant was given a copy and asked to circle the
one or two competencies they thought were most important to their personal practice.
RR #5 was chosen 36 percent of the time: “Use the full scope of knowledge, skills,
and abilities of available health care workers to provide care that is safe, timely, eﬃ-
cient, effective, and equitable.”
RR #8 was chosen 21 percent of the time: “Engage in continuous professional and
interprofessional development to enhance team performance.”
What do you feel would be the best method for 
delivery of an IPE educational component within 
the practice environment setting?
Nurses and physicians agreed that an IPE education curriculum would enable a
roles and responsibilities agenda that would beneﬁt both professions.
“it would be kind of cool that we all sit in on one lecture, we all listen
to each side, and then maybe do role-playing activities.” (RN)
“I think it needs to be something live. I think the opportunity to
interact with our colleagues really is what gives it value.” (MD) 
“An interactive lecture would be the best. I think it would be nice for
physicians not only to hear about the nurse’s role, but to maybe hear
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RR1 Communicate one’s roles and responsibilities clearly to patients, families, and other professionals.
RR2 Recognize one’s limitations in skills, knowledge, and abilities.
RR3
Engage diverse healthcare professionals who complement one’s own professional expertise, as well as
associated resources, to develop strategies to meet speciﬁc patient care needs.
RR4 Explain the roles and responsibilities of other care providers and how the team works together to provide care.
RR5
Use the full scope of knowledge, skills, and abilities of available health professionals and healthcare
workers to provide care that is safe, timely, eﬃcient, effective, and equitable.
RR6
Communicate with team members to clarify each member’s responsibility in executing components of a
treatment plan or public health intervention.
RR7 Forge interdependent relationships with other professions to improve care and advance learning.
RR8 Engage in continuous professional and interprofessional development to enhance team performance.
RR9 Use unique and complementary abilities of all members of the team to optimize patient care.
Note: General Competency Statement-RR: Use the knowledge of one’s own role and those of other professions to appropriately assess and
address the healthcare needs of the patients and population served.
Table 1. Competency Domain 2: Roles/Responsibilities
a little bit about their role and how … they can make it a more pos-
itive environment for themselves and nurses.” (RN)
“I think a lecture would probably be best if forwarded from nursing
to us, and I think it’s needed.” (MD)
“I think the webinar is too easy to skip through and not really pay
attention, or to say that you missed it. You can’t really ignore when
someone is talking to you.” (RN)
“if it’s part of the online modules that everyone has to do, I mean I’m
like doing ﬁve things and clicking buttons as fast as I can to try to
get through it. So, I think maybe it would be better in an isolated for-
mat.” (MD)
The willingness and interest in collaboration and the understanding of the bene-
ﬁts of more information on each other’s profession was voiced by both professions,
and is a key component of studies emerging that describe the millennial generation
[12]. Both groups expressed a preference for interaction with each other and gen-
uine interest in learning more about the other. Indeed, surprise came from both pro-
fessions wanting to have interactive meetings with each other on this subject, rather
than simply a computer module course. In addition to discussion, both groups
expressed a desire and value for a reference site providing easier access to speciﬁc
information regarding their respective roles and responsibilities, delineation of priv-
ileges, scope of practice, unit information, and other relevant information. 
Summary and discussion 
The integration of IPE into the academic and practice environment has been written
about, discussed, researched, and has had much in the way of intellectual and ﬁnan-
cial resources devoted to its development for over forty years. There have been mean-
ingful strides integrating IPE in the academic environment, but much less has been
achieved integrating IPE into the practice environment. This divergence between the
academic and practice settings has been widely written about yet speciﬁc efforts
remain sporadic. This study’s intent is to add, in a pragmatic fashion, to the body of
work currently being devoted to practice environment education.
The purpose of the study is to develop curriculum for an IPE component that can
be integrated into practice environment education regimens that has been informed
by the needs and interests of the staff to whom the curriculum would be presented.
The long-term goal is to inform practicing clinicians of each other’s roles and
responsibilities through educational components incorporated into clinical environ-
ment education regimens.
The ﬁrst question introduced to the focus groups was designed to be a prelude to
the discussion, and we were not surprised when both nurses and physicians stated
that they entered their respective professions to help people. This established that
both professions have the same goal: wanting to provide exceptional care for patients.
In further exploring what staff knew, did not know, wanted to know, and wanted
the other profession to know, the ﬁndings suggest that, other than nurses and physi-
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cians appreciating the others’ clinical contributions to patient care, there is much to
be learned about one another. Areas in which both professions expressed having lit-
tle knowledge included a lack of understanding regarding the responsibilities of the
other profession, and not having a clear comprehension of the roles of the other,
especially in their duties, daily functions, and performance expectations.
The most expressive discourse came with what the professions wanted the other
profession to know about their duties and functions. Nurses repeatedly brought up
the desire for greater respect from the physicians in their speciﬁc clinical settings,
conﬁrmation, recognition, and esteem germane to their contributions to seamless
patient care. For physicians were issues around paging (being paged multiple times
within a short time span), indicating that they wanted nurses to better understand
the pressures they are under and their differences in patient work load.
The operating room nurses wanted to know what the post-graduate year (PGY)
meant in terms of experience and capability, and were unaware of a hospital web-
page identifying delineation of privileges.
The physicians were pragmatic, expressing that they did not have a clear under-
standing of educational requirements in nursing, and felt that an introduction to this
information would be useful. Physicians also wanted further information regarding
nurse certiﬁcations, scope of practice in different areas of the clinical setting and an
understanding of the clinical nurse ladder. A few physicians were aware that the hos-
pital was (at that time) a three-time designated Magnet hospital, but did not under-
stand exactly what that meant. (The Magnet Recognition Program® “recognizes
health care organizations for quality patient care, nursing excellence and innova-
tions in professional nursing practice.”[14]) Both professions expressed a goal of
wanting to provide exceptional patient care and that despite differences in duties
they both feel the priority and pressure to make things happen expeditiously.
It cannot be ignored that in the context of discussion, these two groups did not
know far more than they knew about one another’s profession. Notable, however, is
that the “wanting to know” element of the discussion was generally the antithesis of
the same discussion. In other words, at the same time the participants were articu-
lating something they did not know about the other profession, they were also keen
to point out their interest in learning more about the topic under discussion, and
would often expand on what their interests were.
With respect to the method of content delivery, both professions expressed a
desire for interaction with the other profession in a workshop setting with a mod-
erator so participants would have a chance to ask questions and propose solutions.
Alternatively, they were practical, noting that time was a factor given time-con-
strained schedules. Recommendations, such as inclusion in rounds or conference
topics with website support were suggested to address the issue of time constraint.
As one physician noted, “reminders and further encouragement to explore as 
professional life-long learners and the opportunity to interact with our colleagues
has value.”
Post-hoc we noted that the cohort of participants was of the generation consid-
ered “millennials.” A literature search regarding the millennial generation reveals
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that they have traits vital and conducive to interprofessional collaboration: they are
team players, comfortable working in groups, and have grown up using technology.
The International Education Advisory on Learning in the 21st Century describes the
millennial generation and notes that they often prefer computer learning [12]. The
fact that the study cohort felt the best method for content delivery would be face-to-
face topical discussion with the other profession can be considered an aﬃrmation of
their generational characteristics of familiarity with teamwork and collaboration.
Finally, the roles and responsibility competency chosen to be most important by
a majority of participants was role and responsibility 5 (RR5): “Use the full scope of
knowledge, skills, and abilities of available health professionals and healthcare work-
ers to provide care that is safe, timely, eﬃcient, effective, and equitable.” This coin-
cided with the common thread between nurses and physicians to serve the patient
and provide highly eﬃcient healthcare.
The second competency chosen was RR8: “Engage in continuous professional
and interprofessional development to enhance team performance,” adding conﬁr-
mation to the ﬁnding that both nurses and physicians were interested and open to
learning about the other profession.
Study strengths and limitations 
Study strengths include a systematic approach for ﬁnding and obtaining preference
data, providing a rich source of information important to practitioners beyond the
academic experience. This study represents data collected from nurses and physi-
cians who have transitioned to practice, and as such provide expert knowledge
regarding their experiences. Information about what is important to learn once in a
practice setting need not be restricted to the textbook scope of clinical practice but
instead extends beyond professional schooling to real experience in the work envi-
ronment. Understanding roles and responsibilities involves the interpretation of
knowledge and experience about the profession other than your own.
Study sample distribution was limited and voluntary, and as such, not all experi-
ence levels or professional designations were equally represented. Interviewing prac-
titioners early in their career, while decreasing sample distribution, brought
participants who would be closer to their academic experiences. The intent was that
participants would have greater agility, receptivity, and creativity when it comes to
discussing new and innovative subjects and ideas. Future expansion of study sample
distribution would be to include more experienced nurses and physicians, and/or
nurses and physicians paired with their respective counterparts, which could
include speciﬁc areas and/or unit information for discussion.
We believe the study data to be credible based on the responses, and our scrutiny
of these responses, obtained from both groups of participants. In keeping with qual-
itative methods of data review [13], the principle investigator took the majority of
the responsibility for conducting the analysis. The investigators discussed themes
from transcripts and audio recordings at bi-weekly meetings.
In keeping with qualitative research design, data was reﬂected upon and found to
be constructive in the formation of a framework and to inform future educational
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curriculums, based in part on those responses. Response data, which we believe
were given honestly, and the subsequent ﬁndings, are applicable to the practice envi-
ronment, therefore could be dispensed in hospital orientation/education presenta-
tions and/or as guidelines for IPE curriculum development.
This study was conducted within a certain cohort. We believe the same questions
could be asked of more experienced nurses and physicians with results that would
be consistent in some areas, and shed new light in others. We also believe that our
methods could be adapted to other clinical settings and used to create and accom-
modate IPE curriculums for those settings.
Recommendations 
We believe the study structure and approach could be considered for use by other
institutions as a template or guide for gaining greater insight into the IPE needs and
interests of their respective staff and culture in order to craft curriculum accord-
ingly. In addition, appraising more experienced and non-millennial nurses and
physicians would yield a deeper and wider range of data and insight.
The study ﬁndings will allow us to build a customized curriculum and inform the
creation of a quantitative instrument, e.g., a survey for wider distribution, which can
be used to evaluate roles and responsibilities for curriculum eﬃcacy.
We have also considered exploring the development of an information applica-
tion (app) for future IPE information that would address the issue of convenience
as well as speak to increasing technological savvy.
As more postgraduates present to the clinical environment with background in
IPE, the clinical setting needs to be prepared to encourage and continue interprofes-
sionalism. The study demonstrates that in a brief amount of time, valuable data spe-
ciﬁc to this particular setting can be obtained, and that there is potential to use this
to build an environment-speciﬁc interprofessional education tool for healthcare
professionals.
In asking a few simple elemental questions, there is the potential to address issues
and recommend solutions to situations that call for purposeful communication and
collaboration in any patient care area, in hospital orientations, and in continuing
education competencies. We believe that tapping into the traits and skills presented
by millennials in the early stages of their careers, and with clinical IPE in the early
stages of integration, clinical educators may be in an optimal position for the deeper
integration of IPE in the practice setting.
We need all health professionals to work together to understand the roles and
responsibilities of their closest colleagues. This is key to providing the best patient
care experience. It is expected that the process explored in this study will result in a
more interesting educational product that speaks to the real needs of practicing cli-
nicians and the educators charged with crafting speciﬁc curriculum, so learners
working together may address the overarching IOM goal of improved patient care.
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